Case report
A boy weighing 2.15 kg born prematurely at 35 weeks, vomited bile-stained fluid 8 hours after birth. There was no family history of diabetes. The abdomen was distended, loops of bowel were palpable, and no meconium had been passed. Abdominal X-ray revealed a distended right and contracted left colon with a transition zone at the splenic flexure. The small left colon was confirmed on a subsequent contrast enema (Figure 1 ). A rectal suction biopsy was taken to exclude aganglionosis and ganglion cells were found.
The clinical features of colonic obstruction progressed and at laparotomy on the second day the small bowel was normal, but the caecum, ascending and transverse colon were distended up to the splenic flexure beyond which the left colon appeared contracted. Muscle biopsies were taken from the sigmoid and transverse colon, and a right transverse defunctioning colostomy was established. Postoperative recovery was rapid, the colostomy was closed at six weeks, and one year later he is well, with a normal bowel habit.
Histochemical examination of the rectal suction biopsy revealed immature-looking ganglion cells in the submucosa. Ganglion cells in the sigmoid myenteric plexus were also smaller and less mature than neurones in the transverse colon.
Discussion
Small left colon syndrome is a distinctive clinical condition-" presenting shortly after birth with large bowel obstruction and a characteristic barium enema appearance. Long segment aganglionosis and cystic fibrosis should be excluded. In the first report of SLCS I 40% of the patients were born to diabetic mothers. An increased incidence has also been noted following toxaemia of pregnancy, Figure 1 . Contrast enema radiograph ofcontracted left colon with a transition at the splenic flexure to dilated transverse colon prematurity, and caesarean section. Initially it was considered to run a benign clinical course, but colonic perforations do occur 4 • 5 and patients may need defunctioning colostomy for progressive obstruction. The colostomy may be closed 2-6 months later.
Although the aetiology is unknown, SLCS has also been reported in association with hypothyroidism, hypermagnesaemia, psychotropic and ganglion blocking drugs. Abnormalities of meconium" were thought to be secondary to reduced bowel motility and increased water absorption.
Davis':" described the presence of immature neurones in both the contracted left and dilated right colon, but other reports are at variance with this. Burghaighis? described 27 neonates with bowel obstruction and immaturity of the colorectal myenteric plexus. In a significant number the neurones failed to mature and was associated with a poor clinical outcome. Some premature infants have been described with a more extensive microcolon and a transition zone in the right colon'-". This led to the suggestion that hindgut neurones were the last to mature and that these immature neurones were unable to function normally.
The failure of the distal colonic smooth muscle to relax would prevent co-ordinated peristalsis and produce a functional obstruction. Our findings of an immature enteric plexus which was most marked in the left colon and rectum supports this idea.
A possible role for the vagus has been suggested, because the site of transition between the vagus and sacral parasympathetic supply is in the distal transverse colon':".
The clinical course of SLCS varies in severity from mild symptoms, relieved by enema, to severe obstruction associated with colonic perforation. Several factors appear to be involved including drug, metabolic and hormonal disturbances, but the most important factor may be the degree of immaturity of the enteric neurons in the distal hindgut. Although patients with excessive sweating of the palms frequently do not seek medical advice until they are adults, the symptoms generally first appear in childhood and by adolescence may already be a major problem':", The discomfort and embarrassment caused by the condition can be disabling, interfering with the patient's normal daily activities, social life and schoolworkv'. Even though eccrine sweat glands are widely distributed, symptomatic hyperhidrosis is usually confined to the hands, feet, and/or axillae".
Although non-surgical treatments may help some patients with palmar hyperhidrosis, they may mt benefit individuals who are severely affected. Sympathectomy has been performed effectively for palmar hyperhidrosis for many years'. The procedure involves the removal of the second to the fifth sympathetic ganglia, thus disrupting the cholinergic sympathetic nerves to the eccrine sweat glands of the upper limb". Traditional thoracic sympathectomy techniques include (i) an upper dorsal approach in which one to two ribs on each side are resected, leaving the patient with unsightly scars, (ii) an axillary approach, which may be complicated by operative injury to the brachial plexus, and (iii) a supraclavicular approach, which involves deep exploration through vital neck structures", The endoscopic approach" described below allows good visualization of the second to the fifth sympathetic ganglia, is relatively simple to perform, and involves less time in hospital, less postoperative pain and scarring, and fewer complications. Case report A 17-year old female first presented at the age of 13 with a history of profuse sweating of the hands and feet since early childhood, associated with swelling of the fingers. Later in childhood, she developed axillary hyperhidrosis. She also suffered from Raynaud's phenomenon. The sweating was at times so profuse that sweat would literally drip from the hands, causing her considerable embarrassment. She found it difficult to hold a pen and, because sweat caused smearing of the ink on the page, she was often reprimanded for apparently sloppy schoolwork. The patient was initially treated for one month, unsuccessfully, with oral propanol and nifedipine. She improved somewhat on the oral anticholinergic, glycopyrronium bromide (Robinul) 4 mg three times a day, which she took from 11 to 15 years, and to a lesser extent on propantheline bromide (Pro-Banthine) 45 mg three times a day, which she used when glycopyrronium bromide was withdrawn from the market in 1988. However, the high doses required to achieve any reduction of the hyperhidrosis caused the unpleasant side effects of dry mouth and eyes, and difficulty focusing, which also affected her schoolwork.
As conventional therapy was not satisfactory in controlling her hyperhidrosis, in the spring of 1990 she underwent bilateral endoscopic thoracic sympathectomy. A pneumothorax was produced by introducing 1.5 litres of carbon dioxide via a small incision in the anterior axillary line. A standard laparoscope was inserted, and the second to fifth sympathetic ganglia were coagulated using a diathermy probe introduced through a second small incision. As a result, her hands and axillae now remain warm and dry, although a degree of compensatory sweating of her trunk and back has developed.
Seven patients who underwent endoscopic sympathectomy were reviewed by Malone", who found that only two had immediate complications: a pneumothorax in one patient required chest drainage for 24 h, and a mild Horner's syndrome in the second cleared within 48 h. Dense pleural adhesions had unexpectedly been encountered intraoperatively in the patient who developed a pneumothorax.
Kux 5 reviewed 59 patients, 6-40 months postoperatively, and found that although all the patients no longer had palmar sweating, about 20% had some recurrence of their
